Cutaneous meningioma Cutaneous meningioma
Sir, Meningothelial heterotopias or cutaneous meningiomas are lesions in the skin and soft tissue that have meningothelial elements. These tumors are difficult to diagnose clinically and histopathologically as they are rare. They may be associated with intracranial meningiomas and neurological deficits. [1] They can occur at various sites and are slow-growing tumors with a good prognosis. [2] A 35-year-old man was seen at the outpatient clinic of the department of dermatology, Dr. S N Medical College, Jodhpur with complaints of two painless swellings on the scalp which he had developed over the last 3 years. The patient had a history of similar swellings on the scalp which were excised three times over 9 years but recurred after every excision. The initial surgery, 9 years ago, was for a swelling which he developed 3-4 months after suffering a head injury. He developed weakness of left upper and lower limb after the surgery. The swelling recurred in 5-6 months after this surgery. Subsequently, there was a recurrence of the lesion within 6 months after each surgery. Detailed records of the previous excisions were not available; a discharge summary mentioned the diagnosis of meningioma without details of the type or location of the tumor.
On examination, there were two distinct tumors on the scalp, the larger one, approximately 12 cm × 10 cm × 8 cm, located on the posterior parietal region in the midline and an adjacent smaller tumor measuring 6 cm × 6 cm × 6 cm located to the right. Lesions were firm, non-tender, non-pulsatile, and non-compressible with a rough surface and loss of hair. The parietal bone below the tumors appeared depressed because of previous surgeries [ Figure 1a and b]. A differential diagnosis of epidermal cyst, pilar cyst and cutaneous metastasis were considered along with the possibility of meningioma.
A computed tomography scan with contrast was performed considering the prior diagnosis of a meningioma. It showed a large bony defect in the right parietal region with a bi-lobed scalp lesion in the midline showing moderately enhancing soft tissue density. Although no evidence of an enhancing mass lesion was seen intracranially, there was presence of gliosis, suggestive of a previous intracranial mass. A preliminary diagnosis of postoperative meningocele with a recurrence of meningioma in a meningocele was entertained [ Figure 2a -d].
A punch biopsy from the smaller lesion showed dermal and subcutaneous clusters of meningothelial cells with finely granular chromatin and abundant pale cytoplasm with poorly defined cell margins imparting a syncytial appearance. No mitoses, pleomorphism or necrosis were seen. The background showed whorled collagen bundles. The findings were consistent with a cutaneous meningothelial meningioma.
Immunohistochemistry was positive for vimentin, progesterone receptor and epithelial membrane antigen (weak and focal) while ER, CK, HMB-45, S100, chromogranin and synaptophysin were negative A diagnosis of cutaneous meningioma was established and the patient was referred to the neurosurgery department for excision but he declined surgery.
Intracranial meningiomas are common whereas extracranial ones are rare. Walters et al. explained their extracranial location by three mechanisms (1) direct extension of an intracranial meningioma through bone foramina (2) metastasis (3) primary ectopic meningioma. [3] There are reports of cutaneous meningioma occurring in a rudimentary meningocele [4] and due to the seeding of meningial cells into the skin and soft tissue following mechanical or surgical trauma. [3, 5, 6] In a simple classification by Lopez et al., cutaneous meningiomas are classified into 3 types. Type 1 are congenital, arise from ectopic extracranial arachnoid cells and occur at a younger age. Type 2 are ectopic soft tissue meningiomas that are derived from arachnoid cells lining cranial and spinal nerves. They are commonly seen in adults. Type 3 are a direct extension of intracranial meningiomas to the exterior of the skull. [1, 7] These tumors can be confused with various cysts, fibromas, hidradenomas, epithelioid sarcoma and metastatic tumors. [8] Histopathology and immunohistochemistry are needed to confirm the diagnosis. Magnetic resonance imaging and computed tomography imaging are helpful to diagnose type 3 cutaneous meningioma with intracranial involvement.
In our case, the initial tumor probably developed due to the seeding of meningeal cells of an asymptomatic intracranial meningioma through a post-traumatic defect in the skull or because of seeding of meningeal cells into a post-traumatic meningocele. Extracranial recurrences could be due to iatrogenic seeding of tumor cells extracranially into the skin and soft tissue. Moreover, after the first excision, the dura mater was probably coagulated and not excised which could explain the absence of intracranial recurrences. The neurological deficit in our patient could be because of a post-surgical complication of excision of intracranial meningioma during the surgery of the initial tumor, or because of post-surgical gliosis. Plantar erythema nodosum Plantar erythema nodosum associated with granulomatous associated with granulomatous mastitis mastitis Sir, Granulomatous mastitis is a rare benign breast disease that has clinical and radiological findings similar to those of breast cancer. Although its etiology is unclear, it commonly coexists with Wegener's granulomatosis, sarcoidosis, diabetes mellitus, leprosy, and connective tissue disorders. It is rarely reported in association with erythema nodosum. [1] [2] [3] Erythema nodosum is a reactive dermatosis with inflammation of the subcutaneous fat. It typically presents as an acute eruption of erythematous, tender subcutaneous nodules over the pretibial areas. Plantar erythema nodosum is rare and is usually seen in children or people with systemic diseases such as Crohn's disease, Takayasu's arteritis and after treatment with infliximab. [4, 5] We were unable to find any previous reports of plantar erythema nodosum associated with granulomatous mastitis.
A 30-year-old female presented to the dermatology outpatient clinic of Abant Izzet Baysal University Hospital in Turkey with a firm, painful lump in her left breast for 4 weeks. She had also been complaining of swelling of the soles of her feet for 2 weeks. She was a non-smoker and had no history of fever, night sweats, weight loss or hemoptysis. Examination revealed red, tender subcutaneous nodules on the soles of her feet [ Figure 1a ] and a firm, tender, 5 × 2 cm indurated lump in the left breast. There was no
